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S302 J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 5 , N O . 1 7 , S U P P L S , 2 0 1 5Relevant catheterization ﬁndings. The coronary angiogram showed tight
ostium lesions about 90% involved both LM and RCA. The other part
of coronary vessels was completely normal. We suggest CABG to the
patient and her parents but were refused sternly.
[INTERVENTIONAL MANAGEMENT]
Procedural step. A 6Fr sheath was inserted through right femoral ar-
tery, and the left coronary ostium was engaged with a 6Fr JL 4.0
catheter with side hole. A Whisper 0.014-inch guidewire were inserted
at LAD. An immediate predilatation was performed with a 2.5X15mm
balloon at ostial LM. Then we put another Whisper GW into LCX for
protection. A Resolute 3.5X18mm stent was released at ostial LM
followed by a post dilation with 3.5X10mm NC balloon. The left
angiography showed a favorable result. Then we engaged a 6Fr JR 4.0
short-tip guiding catheter with self made side hole at oriface of right
coronary. The Whisper 0.014-inch guidewire were inserted to PL.
Predilatation was performed with a 2.5X15mm balloon at ostial RCA. A
Resolute 3.5X15mm stent was released at ostial RCA. The angiography
show the procedure was successful.Case Summary. The chest pain released right after the procedure and the
patients was dismissed three days later with dual antiplatelet therapy.
We suggest her consult immune rheumatic doctor for the possible Ka-
wasaki desease. The detailed information was not received yet.CONGENITAL HEART DISEASE (TCTAP C-131,
TCTAP C-232, TCTAP C-132 TO TCTAP C-134)
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. Ms.C
J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 5 , N O . 1 7 , S U P P L S , 2 0 1 5 S303Relevant clinical history and physical exam. A 9-year-old girl was referred
to our hospital due to an abnormal heart murmur.
P.E.: Normal growth condition with height of 128cm and body
weight of 24kg. No signs of cyanosis, clubbing of ﬁngers. The oxygen
saturations of her all four limbs were equal(96-98%). She had clear S1
and S2 with normal intensity. A mild 2/6 level systolic heart murmur
was heard in the 2nd-3rd left sternal intercostal space. Her lungs were
clear on auscultation.
Relevant test results prior to catheterization. Lab Examination: Normal
blood routine, urine & stool routine, liver and renal function.
X-Ray: Normal cardiac shadow.
ECG: Sinus bradycardia.
Echocardiography: Congenital heart disease, patent ductus arterio-
sus(very small), atrial septal defect(small).EF:76%.Relevant catheterization ﬁndings. In Dec,2013, we did patent ductus
arteriosus(PDA) occlusion on a 9 year old girl under general anes-
thesia. During the operation, angiography showed a tubular ductus
arteriosus measured 2 mm in diameter.
S304 J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 5 , N O . 1 7 , S U P P L S , 2 0 1 5[INTERVENTIONAL MANAGEMENT]
Procedural step. Under the guidance of a guild wire, MP catheter
sequentially passed the inferior vena cava, right atrium and right
ventricle into the main pulmonary artery. After several attempts, we
could not manipulate the guild wire through the ductus arteriosus
into the aorta. Then we successfully put a JL3.5 5F catheter via the
right femoral artery approach into the pulmonary artery and right
ventricular outﬂow tract through the ductus arteriosus. A snare was
sent through JL3.5 5F catheter into the right ventricular outﬂow tract
and caught the guide wire. The sneared guide wire was pulled into
descending aorta via ductus arteriosus, and the MP catheter advanced
along the guide wire. Then we put a delivery sheath through the PDA.
A 4/6mm PDA occluder (Starway Medical Technology) was sent
through the delivering system into descending aorta, and successfully
located at the site of PDA. Then the occluder was successfully
released. However, the patient cannot be awakened for a long time.
ECG suggested sinus tachycardia with a heart rate of 179bpm and her
blood pressure was 80/56mmHg. Repeat echocardiography showed a
ﬁxed good-shaped occluder echo between the descending aorta and
main pulmonary artery without residual shunt. Pericardial effusion
was revealed with a depth of 13mm at the apex. Because of cardiac
tamponade, we did an emergency pericardiocentesis and pericardial
drainage with 60ml bloody ﬂuid. After this operation, the girl showed
stable vital signs.
J O U R N A L O F T H E A M E R I C A N C O L L E G E O F C A R D I O L O G Y , V O L . 6 5 , N O . 1 7 , S U P P L S , 2 0 1 5 S305Case Summary. Case of acute cardiac tamponade caused by PDA oc-
clusion are very rare. Two reasons may explain this complication.
First, the ductus arteriosus may be too thin that the guild wire
directed catheter MP could not reach the ductus arteriosus after
arriving the main pulmonary artery. Second, ductus arteriosus may be
damaged when the guide wire was pulled to the descending aorta by
snare. Cardiac tamponade may be related to the reverse operation of
pulling the guide wire. In this case, bleeding occurred after damaging
of ductus arteriosus by guide wire. The girl maybe happened to be in
the 20% of arterial ligaments which has blind sac.TCTAP C-232
Transcatheter Occlusion of a Large Coronary Artery Fistula in a 15 Days
Old Neonate
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[CLINICAL INFORMATION]
Patient initials or identiﬁer number. PJ / HN 244019-57
Relevant clinical history and physical exam. A 38 week male neonate,
2,920gram, found to have differential saturation from our routine
screening program at the age of 4 days. His SpO2 on right upper limb
and right lower limb was 97% and 91% respectively. He had tachypnea
and shortness of breath during feeding. Cardiac examination revealed
an active precordium with a grade 3/6 pan-systolic murmur at the
left upper sternal border and a liver edge palpable 3 cm below the
right costal margin. Chest radiograph demonstrated cardio megaly
(CT ratio > 0.7) with increased pulmonary vasculature. (Image 1)
Electrocardiogram showed left ventricular hypertrophy with strain
pattern.(Image 2)Relevant test results prior to catheterization. A transthoracic echocar-
diogram showed a dilated left main coronary artery (LMCA) with a
huge ﬁstulous tract from the left circumﬂex coronary artery (LCX)
draining to the right atrium.The normal left anterior descending cor-
onary artery (LAD), the dilated right atrium (RA) and the right
ventricle (RV) with decreased RV systolic function were also identi-
ﬁed.( Images 3-5) (video 1-2) In addition, he had severe tricuspid
regurgitation with a pressure gradient of 40 mmHg and dilated main
pulmonary artery and its branches
